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People with eating disorders (EDs) tend to engage in behaviours that are ordinarily perceived 
as normal in society, such as restrictive dieting. However, when people are diagnosed with an 
ED, they may often feel stigmatised, which is likely to act as a barrier to recovery. To date, 
there is a limited understanding of how stigma of EDs impacts recovery-related outcomes. A 
systematic search was performed using PsychINFO and PubMed. Multiple combined 
searches of terms relating to stigma, EDs, and recovery-related outcomes were conducted. 
PRISMA guidelines were followed throughout the selection process and resulted in nine 
studies meeting specific inclusion criteria. The extracted data are examined in a critical 
narrative synthesis. Our review suggested that across different samples and measures, 
stigmatisation of EDs is negatively related to a range of factors important for recovery. These 
include psychological, social and physical health outcomes, ED psychopathology and 
treatment-seeking behaviours. Based on the quality assessment, it was concluded that future 
research would benefit from the use of research designs that can demonstrate causality and 
generalise findings across community samples. Therefore, in order to improve recovery-
related outcomes, treatment plans must consider the type of ED stigma experienced and its 
relation with specific recovery-related outcomes.  





STIGMA OF EATING DISORDERS AND RECOVERY-RELATED OUTCOMES   3 
 
 
Stigma of eating disorders and recovery-related outcomes: A systematic review 
There are approximately 70 million people worldwide with eating disorders (ED) 
(Bodywhys, 2017), with research suggesting that EDs have the lowest sustained recovery 
rates of all psychological disorders (Galmiche, Dechelotte, Lambert & Tavolacci, 2019). 
Stigma is acknowledged as one of the strongest barriers to engaging with treatment services 
and recovery (Ali et al., 2017). Compared to other psychological disorders, such as 
depression, people with EDs experience stigmatisation differently. Western culture allows us 
to believe that some extreme forms of eating behaviours, such as restrictive dieting, are 
appropriate ways to achieve the ideal body (Thompson & Stice, 2001). The pendulum 
swings, however, when the high-status thin ideal is transformed into a low-status ED 
diagnosis, resulting in stigmatisation (Griffiths, Mond, Murray & Touyz, 2014). This has 
parallels to social representations of use and misuse of substances, where there can be a fine 
line between normalised ‘partying’ behaviours, and the stigma associated with addiction 
(Sznitman et al., 2013).  People with disordered eating behaviours are often further 
stigmatised by a prevalent view that those affected brought the problem upon themselves and 
that these behaviours are within the person’s control. This highlights the importance of 
understanding the consequences of stigma, as we argue that this has implications for 
recovery. Any confusion around substance misuse is clarified when a person acknowledges 
an addiction, and so abstinence is central to recovery (Sznitman & Taubman, 2016). 
However, for those affected by EDs as eating and weight issues, the associated positive and 
negative social connotations must be managed for those in recovery. Consequently, the 
present paper advances prior research by synthesising the relevant literature to explore how 
the stigma of EDs impacts recovery-related outcomes and assessing the quality of this 
evidence. 
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Stigma is the disapproval and shame experienced and felt by people possessing 
characteristics that society considers improper or unfamiliar (Ahmedani, 2011). Stigma in 
relation to ED diagnosis appears to be common and is centred around the perception that EDs 
are ostensibly a female problem, a lifestyle choice, and are easy to overcome (Makowski et 
al., 2015; Räisänen & Hunt, 2014). According to Dimitropoulos et al. (2016) and Griffiths, 
Mond, Murray and Touyz (2014), individuals with EDs believed that the public trivialise this 
disorder through their perceptions that ED behaviours are within their control, and that they 
are personally responsible for their condition. This is an example of perceived stigma, which 
is referred to as the perception held in society that certain characteristics about an individual’s 
identity are socially undesirable (Latalova, Kamaradova & Prasko, 2014). Additionally, some 
people with EDs may experience discrimination (Ebneter, Latner, & O’Brien, 2011) and 
social rejection (Angermeyer et al., 2015). Likewise, stigmatising attitudes are held by health 
professionals, with people with EDs commonly seen as being personally responsible for their 
illness (McNicholas, O’Connor, O’Hara & McNamara, 2016). This is sometimes referred to 
as enacted stigma, which Boyle (2018) defines as the experience of unfair treatment by 
others, because of one’s condition or identity.  
Over time, these experiences may result in those with an ED realising they personally 
are stigmatised for having the disorder, which affects the way they feel about themselves. For 
instance, individuals with EDs may avoid seeking help due to a fear of continued 
stigmatisation (Ali et al., 2017). This is known as anticipated stigma, which Earnshaw (2012) 
defines as the belief that discrimination will be directed at the self from others in the future, 
due to the stigmatised condition or identity. Moreover, the stigma surrounding ED diagnosis 
may mean that people feel labelled by their disorder, leading to the internalisation of 
stigmatising experiences, stemming from negative attitudes held by others (Bradstreet, 2018). 
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This is often referred to as internalised stigma. When considered together, this body of 
evidence suggests that ED stigma exists and is experienced by those who have EDs. 
Therefore, we argue that when one’s problem is formalised in an ED diagnosis, this may 
invoke stigma, which has consequences for recovery-related outcomes.   
Research on recovery-related outcomes is important, as unsuccessful ED recovery is 
associated with a wide range of implications for the individual, their support network, and 
society (Vallance, Latner & Gleaves, 2011). Indeed, EDs are considered to have the highest 
mortality rates out of all psychological disorders, with only around 45% of those diagnosed 
fully recovering (Arcelus et al., 2011). However, there continues to be significant 
disagreement in the field around the factors that must be present for sustained ED recovery. 
Outcome studies have framed ED recovery generally as the remission of ED behaviours 
and/or change in physical health (Le Grange et al., 2014; Vall & Wade, 2015). However, a 
growing body of literature suggests that ED recovery not only involves overcoming physical 
and behavioural barriers, but also the attainment of positive psychological and social health 
outcomes, such as well-being and social functioning (Bachner-Melman et al., 2006; Bardone-
Cone et al., 2010; Onken et al., 2007). These findings highlight the importance of including 
physical, behavioural, psychological and social health outcomes when defining and 
measuring ED recovery. As such, these recovery-related health outcomes are utilised in the 
present paper, in order to understand whether ED stigma has the potential to act as a barrier to 
successful recovery.  
Although stigma has been associated with EDs (Ebneter & Latner, 2013), the impact 
this stigma may then have on ED recovery-related outcomes has not received as much 
attention (Puhl & Suh, 2015). By contrast, in the stigmatised identities literature around 
chronic illnesses, stigma has been associated with reduced psychological well-being 
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(Chaudoir & Quinn, 2016; Pérez-Garín, Molero, & Bos, 2015; Quinn et al., 2014), higher 
avoidance of social interactions (Perlick et al., 2001), reduced quality of life (Beals, Peplau & 
Gable, 2009; Earnshaw & Quinn, 2012), and impaired physical health (Earnshaw et al., 2013; 
Hatzenbuehler, Phelan & Link, 2013). Moreover, researchers suggest that stigmatisation is 
associated with a decreased likelihood of future help-seeking behaviours (Clement et al., 
2015; Sharp et al., 2015). Therefore, it is apparent that the stigma associated with chronic 
illness affects an individual’s quality of life, and the possibility of seeking treatment, which is 
required for sustained recovery. Here, we argue for the application of this knowledge around 
stigma and recovery-related outcomes to EDs in particular. 
Research on the stigma of EDs, and how this in turn impacts recovery-related 
outcomes, is a novel area. It is also important, in order to develop ways of addressing low 
sustained recovery rates. To date, there is no available systematic review that investigates the 
effects of ED stigma on recovery-related outcomes. Therefore, the present paper aims to 
systematically review the limited, but growing literature to explore the research on stigma of 
EDs as it pertains to recovery-related outcomes. Specifically, the review focuses on the 
psychological, social, physical and behavioural health consequences of stigma for individuals 
with EDs. Through identifying and synthesising relevant quantitative studies, we seek to 
evaluate how stigma of EDs impacts recovery-related outcomes. We also aim to critically 
evaluate the findings of these studies. In conducting a quality assessment of the chosen 
articles, we are able to identify whether the findings can be used as reliable evidence. In 
doing so, we also aim to identify gaps in order to provide directions for future research and 
interventions. 




We developed a protocol informed by the Preferred Reporting Items for Systematic 
Review and Meta-Analysis  (PRISMA) checklist (Moher et al., 2015), detailing the specific 
criteria for study selection, approach to abstracting data and assessing study quality. A 
PRISMA flow disagram was utilised to illustrate the study selection process (see Figure 1).  
Data Sources and Searches  
A systematic literature search of studies published between 2007 and 2019 was 
conducted using electronic psychological and medical databases: PsychINFO and PubMed. 
This year range was selected as stigma in ED research is a novel area that has only begun to 
be explored. Multiple combined searches of the terms ‘stigma’, ‘discrimination’, ‘teasing’, 
‘blame’, ‘eating disorders’, ‘anorexia’, ‘bulimia’, ‘binge eating’, ‘disordered eating’, 
‘symptoms’, ‘recovery’, ‘psychological distress’, ‘self-esteem’, ‘loneliness’, ‘social 
rejection’, ‘social support’, ‘physical health’, ‘treatment-seeking’ were conducted. See full 
details of specific search combinations in Supplementary Materials 1. The terms ‘obesity’, 
‘overweight’ and ‘body-acceptance’ were excluded, as they resulted in the retrieval irrelevant 
articles. Reference lists were also searched for potential studies. However, this did not yield 
additional articles. Duplicate articles were manually excluded. These processes were 
developed and carried out by one researcher (AMF) in February 2019, and independently 
replicated by another in May 2019 (AOD).  
Eligibility Criteria  
Once duplicates were removed, articles were screened at three stages based on title, 
abstract, and full text. To be included in the review, articles were required to have met the 
following inclusion criteria: (a) the study examined specific types of stigma as reported by 
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the participants; (b) the target population were individuals with disordered eating behaviours, 
a self-identified /diagnosed ED or those who previously had an ED; (c) the study had primary 
and sufficient data derived from cross-sectional or longitudinal studies; (d) the study 
investigated physical, psychological, social, behavioural or other health outcomes related to 
ED treatment/recovery. Articles in languages other than English, published abstracts, 
reviews, commentaries, editorials, and book chapters were excluded. 
Data Extraction  
 Information on study design, participants, predictor(s) (stigma), recovery-related 
outcomes, findings and methodological quality were extracted (see Table 1 and Table 2). The 
main findings of the nine studies included in this systematic review are reported and 
narratively synthesised. In the succeeding text, articles that examined similar recovery-related 
outcomes were grouped together into the following subsections: psychological health; social 
health; treatment-seeking attitudes; ED symptoms and behaviours; and physical health.  
Quality Assessment  
A quality assessment was conducted to critically appraise the quality of evidence 
provided by the primary studies, to determine whether the findings can be used as reliable 
evidence. Similar to the data extraction and screening, the quality assessment was conducted 
by one researcher (AMF) and compared for reliability by another (AOD). As the review was 
concerned with the measurement of stigma as a possible precursor for poor recovery-related 
outcomes, rather than intervention effects, traditional attributes of study quality (e.g., 
randomisation) were deemed inappropriate. Therefore, we used the adapted version of the 
Newcastle-Ottawa Quality Assessment Scale (Wells et al., 2012). This scale is a validated 
measure and has been utilised in recent systematic reviews, which focus on cross-sectional 
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studies (e.g., Herzog et al., 2013; Modesti et al., 2016). See full details of quality assessment 
procedure in Supplementary Materials 2. 
Results 
Study Selection  
 Figure 1 shows the complete study selection process. The search strategy produced a 
total of 137 articles (PubMed: 87 articles; PsychInfo: 50 articles). First, 21 of those articles 
were removed as a result of being duplicates. 23 articles in languages other than English, 
published abstracts, reviews, commentaries, editorials, and book chapters were also excluded. 
At this stage, titles and abstracts were screened, and full reports of potentially relevant studies 
were selected. To be included, studies were required to include measures of both stigma and 
recovery-related outcomes. A further 93 studies were eliminated as they did not include 
stigma measures and/or the pre-defined recovery-related measures. After assessing the 
remaining studies using the specific criteria, this led to the retention of nine articles for 
review.  
Study Characteristics 
All articles that met the inclusion criteria reported cross-sectional studies. These 
studies aimed to examine whether ED stigma was related to different recovery-related 
outcomes. Three of the studies had only female participants, with the remaining six 
consisting of over 70% female samples. Across the nine studies, participant’s ages ranged 
between 14 and 65 years. Four of the studies reviewed included multi-national or community 
samples. Two of the remaining studies included samples of undergraduate students. The 
samples from the last three studies consisted of mental health service users. Six studies had 
participants who were currently diagnosed with an ED, which together included 654 people 
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with anorexia nervosa (AN), 255 people with bulimia nervosa (BN), 272 people with binge 
eating disorder (BED) and 256 people with eating disorder not other specified (EDNOS).  
Two studies had people who met the criteria for an ED, as determined by validated ED 
diagnostic checklists (n = 565). The remaining two studies were based on individuals who 
had recovered from AN (n = 157), BN (n = 17), and EDNOS (n = 28). See Table 1 for 
information on stigma and recovery-related outcome measures. 
Key Findings 
 The review suggests that different types of ED stigma negatively predicts 
psychological health outcomes, such as self-esteem and depressive symptoms (Dimitropoulos 
et al., 2016; Griffiths et al., 2014; O’Hara et al., 2016); social health outcomes, such as 
alienation and social withdrawal (Griffiths et al., 2018); and poor self-reported physical 
health (Pearl, White & Grilo, 2013). Further, various types of ED stigma predicts negative 
attitudes towards treatment-seeking behaviours (Dimitropoulos et al., 2016; Griffiths et al., 
2014; Griffiths et al., 2015b; Hackler, Vogel & Wade, 2010; Maier et al., 2014); and greater 
ED symptoms (Griffiths et al., 2014; Griffiths et al., 2015a; Griffiths et al., 2015b; O’Hara et 
al., 2016).  
Quality Assessment  
The results of the Newcastle-Ottawa Quality Assessment Scale (Wells et al., 2012), 
are presented in Table 2. Most studies included in the review were assessed as satisfactory 
quality on most of the scale items, with one study being unsatisfactory in terms of the quality 
assessment (Maier et al., 2014). One strength across most studies was the use of well-
validated measures of recovery-related outcomes. These measures had previously been used 
in the mental illness literature and were subsequently used in ED stigma research. We 
identified that two studies used customised measures to assess stigmatising experiences 
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(Griffiths et al., 2015b; Maier et al., 2014). However, the items used in these questionnaires 
were extracted from well-established scales.   
Regarding generalisability, none of the studies were evaluated as being representative 
of the target population, with two of the studies including samples of undergraduate students 
(Hackler et al., 2010; O’Hara et al., 2016). This is a concern, as undergraduate samples tend 
to be quite young, and research has shown that EDs can develop at any age. Moreover, 
Dimitropoulos et al. (2016), O’Hara et al. (2016) and Maier et al. (2014), had 100% female 
samples. Griffiths et al. (2014), Griffiths et al. (2015a), Griffiths et al. (2015b) and Griffiths 
et al. (2018), each contained samples which ranged between 92% and 97% female. Further, 
Hackler et al. (2010) included 83.5% women in their final sample, and Pearl et al’s (2013) 
sample was made up of 71.4% women. Therefore, most of the research to date focuses on 
mainly female-dominated samples. Given that EDs have an impact on people regardless of 
their gender (Griffiths et al., 2015), there is a need for more gender-balanced samples.  
Most higher quality studies, such as those by Griffiths et al. (2015a), Griffiths et al. 
(2015b) and Hackler et al. (2010), accounted for confounds (e.g. duration of the disorder; ED 
symptoms), by utilising multivariate analyses to examine their relations. However, two 
studies were deemed as only satisfactory (i.e. scored less than seven in the quality 
assessment). Both Griffiths et al. (2018) and Maier et al. (2014) had methodological 
problems, in terms of failing to account for confounds. In particular, we identified that 
Griffiths et al. (2018) utilised different subscales of the Internalised Stigma of Mental Illness 
(ISMI) scale, to measure their variables of interest (i.e., predictor and outcomes). This is a 
concern, as the original authors of ISMI scale viewed alienation and social withdrawal as 
factors which constitutes internalised stigma, as opposed to factors that relate to it (Ritsher, 
Otilingam & Grajales, 2003) – while Griffiths and colleagues used these as social health 
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outcomes of stigma. Therefore, we argue that while Griffiths et al.’s (2018) study advances 
the ED recovery literature, by adding social health outcomes, further research is needed to 
verify their effects by focusing on social aspects of health that are not conflated with the 
construct of stigma itself.  
One major limitation across all studies is their reliance on a cross-sectional design. 
Consequently, it is not possible to determine whether ED stigma is impacting recovery-
related outcomes over time, or whether the timing of each study is representative of the 
phenomenon being researched. While Griffiths et al. (2018) used bootstrapped confidence 
intervals (10,000 resamples) to evaluate the indirect effect of ED stigma on symptom severity 
through alienation and social withdrawal, it is not possible using a cross-sectional design to 
establish the direction of a causal flow. Therefore, cross-sectional studies make it difficult to 
rule out the possibility of an alternative explanation and thereby this field would benefit from 
the use of longitudinal designs. However, these studies are still valuable in investigating the 
relation between ED stigma and outcomes related to recovery, as they are strong in terms of 
their use of well-validated stigma and recovery-related outcome measures.  
Discussion                                                                                                                             
 This systematic review aimed to explore the impact of ED stigma on recovery-related 
outcomes. In considering the findings as a whole, there is evidence across samples and 
measures that stigmatisation of EDs is significantly related to a wide range of factors that are 
related to ED recovery. These include psychological, social and physical health outcomes, as 
well as ED symptoms and attitudes towards treatment-seeking behaviours. This evidence 
ranges in quality from satisfactory to good, with most studies being of good quality. 
Summary of Evidence  
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Research indicates that various types of ED stigma were negatively related to 
different measures of psychological health, and therefore may predict unsuccessful recovery 
(Dimitropoulos et al., 2016; Griffiths et al., 2014; O’Hara et al., 2016). These findings are 
consistent with prior research suggesting that different types of stigma are related with 
reduced psychological well-being in individuals with chronic illnesses (Chaudoir & Quinn, 
2016; Pérez-Garín et al., 2015). They also underscore the conclusions of earlier work about 
the importance of including psychological dimensions in definitions of recovery. However, 
little is known about the consequences of ED stigma on other aspects of psychological health, 
such as its relation with body-image and life satisfaction. Considering this, further research is 
needed to understand to what extent stigma has implications for psychological functioning 
more broadly, in individuals recovering from a range of EDs.  
 Stigma of EDs was also shown to be related to social health outcomes, and thereby 
may have important implications for the overall recovery process (Griffiths et al., 2018). 
Given that recovery is both an interpersonal and social process (Bardone-Cone et al., 2010), 
findings such as these are important to understand how ED stigma is impacting social health 
outcomes important for recovery. This association has been suggested in the chronic illness 
literature, which found that stigma predicts avoidance of social interactions and lower 
perceived friendship quality (Earnshaw & Quinn, 2012; Perlick et al., 2001).  
While the study reviewed here was a positive first step, by including social health in 
the ED stigma and recovery-related outcomes research, there appears to be a conceptual 
disagreement between Griffiths et al. (2018) and the authors of the ISMI scale, regarding 
what constitutes internalised stigma. As internalised stigma can be viewed as a multi-factorial 
concept, researchers may often differ in their operationalisation. However, it was instructed 
by Ritsher et al. (2003) that the items which are drawn from the five areas (Alienation, 
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Stereotype Endorsement, Perceived Discrimination, Social Withdrawal, and Stigma 
Resistance) of the ISMI, which conceptually represent internalised stigma, cannot be utilised 
to form subscales measuring these areas separately. Therefore, further research is required to 
verify Griffiths et al.’s (2018) findings. Research is also needed to determine whether ED 
stigma interferes with protective factors such as social support, and whether this impacts the 
possibility of seeking help and recovering from the disorder.  
Moreover, we identified across multiple studies that stigma of EDs may play a 
decisive role for those with EDs, which impacts their motivation to seek professional help 
and their attitudes towards recovery (Dimitropoulos et al., 2016; Griffiths et al., 2014; 
Griffiths et al., 2015a; Griffiths et al., 2015b; Hackler et al., 2010; Maier et al., 2014). These 
findings provide support for prior research, which suggested that greater frequency of 
stigmatising experiences predicted greater avoidance of treatment-seeking behaviours across 
a range of chronic physical and mental illnesses (Ali et al., 2017; Clement et al., 2015; 
McNicholas et al., 2016). Additionally, the results of these studies highlight the importance 
of understanding the association between different types of ED stigma and attitudes towards 
treatment-seeking behaviours, in order to determine ways of facilitating sustained recovery.  
Furthermore, ED stigma was associated with the maintenance and severity of 
disordered eating behaviours, and thereby may influence the likelihood of ED recovery 
(Griffiths et al., 2014; Griffiths et al., 2015a; Griffiths et al., 2015b; O’Hara et al., 2016). 
These findings both support and advance the arguments of Griffiths et al. (2015) that various 
types of stigma are a risk factor for continued disordered eating behaviours. Considering 
these findings, researchers should consider examining to what extent stigma of EDs 
influences continued eating pathology, in order to develop strategies that reduce the effects of 
specific types of ED stigma on behavioural aspects of recovery.  
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While there is a reasonably limited amount of research examining the psychological, 
behavioural and treatment-seeking consequences of ED stigma, evidence is even rarer 
regarding physical health outcomes. To date, one study suggests that ED stigma may predict 
unsuccessful physical recovery (Pearl et al., 2013). This finding strengthens prior research 
stating that stigmatisation is associated with poor physical health in individuals with a range 
of chronic mental illnesses (Earnshaw et al., 2013; Hatzenbuehler et al., 2013). However, 
Pearl et al. (2013) relied on self-reported measures of physical health. Based on this one 
study, we argue that very little is known about the consequences of ED stigma on physical 
health. Therefore, further research is needed to understand this relation, in order to promote 
sustained recovery. We recommend that more objective measures of physical health should 
be used, including: BMI, blood pressure, and symptoms of fatigue. This would advance the 
existing literature that suggests a negative relation between stigma and physical health. 
Limitations and Future Directions 
While the quality of research that examines the relation between stigma of EDs and 
recovery-related outcomes is good overall, it can be improved as well as expanded. For 
example, all studies in this review are cross-sectional in nature. Therefore, it is not possible to 
draw firm causal conclusions from the current research. Future research would benefit from 
employing a longitudinal approach to examining the impact of ED stigma on recovery-related 
outcomes overtime, as a means of determining a causal impact.   
Further, all included studies used wholly or predominantly female samples. Strother et 
al. (2012) reported that men with EDs are consistently being neglected in terms of diagnosis 
and treatment, because of the perception that EDs are a ‘female disorder’. This also appears 
to be the case for research, with eight of the studies included in the review having much 
smaller proportions of men than the estimated 25% (Bodywhys, 2017). We argue the need for 
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the inclusion of men in ED research, to gain a more representative insight of the types of ED-
related stigma people experience. Therefore, researchers should consider examining whether 
gender influences the relation between stigma and ED recovery-related outcomes. This in 
turn may result in the development of treatment interventions, facilitating positive recovery-
related outcomes for both men and women.   
Finally, we identified that the literature examining the impact of ED stigma on social 
and physical health outcomes is scarce. Research in these areas is essential, as researchers 
have highlighted the importance of including social and physical health components when 
defining ED recovery (Bardone-Cone et al., 2010; Onken et al., 2007). In the present review, 
we found that Pearl et al.’s (2013) study, relied on self-reported measures of physical health 
and thereby would benefit from the use of objective measures. Additionally, we identified 
that Griffiths et al.’s (2018) study was limited in their measures used for stigma and social 
health outcomes. As internalised stigma can be viewed as a multi-factorial concept, 
researchers need to be conscious of this in the future, to avoid conflating predictor and 
outcome.  
Conclusion 
This systematic review argues that ED stigma may have an impact on recovery, as it 
is related to poor psychological, social and physical health outcomes, as well as greater ED 
psychopathology and a decreased likelihood of treatment-seeking behaviours. We have 
identified that the findings of all studies showed consistent effects, across different types of 
ED stigma and recovery-related outcomes. However, the association between stigma of EDs 
and recovery-related outcomes is complex, as different types of stigma impact different 
recovery-related outcomes. Given that people with EDs experience stigma differently than 
those with other psychological disorders, future research must consider this difference when 
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examining the impact of stigma on recovery-related outcomes. Therefore, in order to improve 
ED recovery outcomes, treatment plans must consider the type of stigma experienced. While 
most studies included in this review were of satisfactory quality, they lacked in terms of their 
generalisability and correlational design. Future research should employ research designs that 
can demonstrate causality and aim to generalise findings across community populations. We 
also suggest that research should illuminate the relation between stigma and EDs in more 
gender-balanced samples, to further identify the implications of ED stigma for the recovery 
process. 
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Figure 1. Flow diagram of study selection process 
 
